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MARYLAND’S ASSISTED LIVING PROGRAM
2004 EVALUATION

Introduction

During the 1990’s there was growing concern in Maryland and across the nation about the
development of community based residential programs for the frail and elderly. Maryland had
approximately 12 to 15 programs administered by three executive departments.® All of the
programs had separate rules or standards and differing approaches to monitoring safety and
quality. While there was anecdotal evidence suggesting serious safety and quality issues because
of the fragmentation of the programs, there was no clear data on what was actually happening in
these programs.

In 1996, the Maryland General Assembly passed a bill consolidating these various programs into
a statewide Assisted Living Program creating a single point of entry for all assisted living
providers, a standardized database, and placing oversight responsibility within the Department of
Health and Mental Hygiene (DHMH).? Developing the regulations to implement this new law
was lengthy and controversial. There were varied interests and often opposing viewpoints on the
aging in place philosophy, the need for flexible versus strict regulation, a single standard to be
adhered to by all programs both small and large, and cost because there is little public assistance
available to these types of programs.

When the regulations were finally implemented in January 1999, they represented a compromise
between stakeholders that wanted little or no regulation and those that wanted strict regulation.
The Department was aware that quality problems may surface and that an evaluation of the
regulations would be necessary within a few years.

In 2003, the Department initiated an evaluation of the Assisted Living Program identifying areas
where the program could be improved by either strengthening quality requirements or
establishing more appropriate standards. The Department made several recommendations in its
2003 Report to the General Assembly. With the passage of House Bill 1190 in 2004, the
Department continued its evaluation focusing on standards for smaller assisted living programs,
overall efficiency of the regulatory process, and training requirements for assisted living
managers. (See Appendix A.) This report, therefore, is in extension of the 2003 Report and
includes recommendations on those items noted above as well as many others.

2004 Evaluation Process

The Department reconvened the Maryland Assisted Living Workgroup (MALW) from the 2003
Evaluation of Maryland’s Assisted Living Program. The name was changed from the MALW to
the Assisted Living Forum (ALF) to better reflect the group’s activities and process. The ALF is

! The executive departments include the Department of Health and Mental Hygiene, the Department of Human
Resources, and the Department of Aging.
2 Chapter 147 of the Acts of the General Assembly of 1996 (Senate Bill 545 — “Assisted Living Programs”).
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an assembly of providers, stakeholders, advocates, State and local governments and interested
parties to openly discuss matters or questions related to assisted living. In addition, the
Department invited key stakeholders to participate on a steering or planning type of committee to
help it in focusing ALF discussions.

As was the Department’s experience in 2003, attendance at these meetings was robust, averaging
approximately 60 stakeholders at each meeting, with many more individuals subscribing to the
ALF’s e-mail distribution list. All meetings were open to the public and publicized on the
Forum’s website and in the Legislative Hearing Calendar.® The public was encouraged to
comment at all stages of the evaluation. There were a total of eight meetings held - five ALF
meetings held and three steering/planning committee meetings. Each of the meetings ran
approximately three hours. (See Appendix B.)

Meeting notes, materials and handouts were distributed electronically, handed out at meetings,
posted to the ALF website, and mailed to stakeholders who did not have access to the Internet.
Periodic updates were provided to the Secretary of Health and key legislators. The inclusiveness
of the process, like the 2003 Evaluation, resulted in many diverse and creative ideas being
brought forward for consideration and discussion. At the conclusion of the ALF’s deliberations,
the Department continued to accept comments and have discussions with any party who
requested.

Although the recommendations may not be completely reflective of the ALF or individual group
recommendations, the Department made every effort to maintain the spirit of the group
consensus. Thus, the following recommendations are based on the work of the ALF, individual
discussions with advocacy and provider organizations and discussions with the Attorney
General’s Office, the Medical Assistance Program, the Board of Nursing and others.

DHMH Recommendations

Assisted Living Manager Training Curriculum

House Bill 1190, “Assisted Living Programs — Assisted Living Managers — Training
Requirements”, of the 2004 General Assembly Session requires that all program managers for
assisted living programs licensed to serve 17 or more individuals must complete a Department
approved 80-hour manager training course that includes an examination and 20-hours of
continuing education every two-years. The bill provided for a grand-fathering for those
individuals who have been employed as an assisted living manager for one-year prior to the
January 1, 2006, implementation date.

The Department, in consultation with Mid-Atlantic LifeSpan, the Alzheimer’s Association, the
Mental Health Association of Maryland, the Small Assisted Living Alliance, the Maryland
Association of Small Assisted Living Providers, the Beacon Institute and the Health Facilities
Association of Maryland, developed content areas for the assisted living manager training. The
curriculum was also discussed and reviewed in the ALF. The curriculum covers the core topics

® Assisted Living Forum’s website: www.dhmh.state.md.us/ohca/alwrkgrp/home.htm.
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of the philosophy of assisted living, aging process and its impact, assessment and level of care
waiver, service planning, clinical management, admission and discharge criteria, nutrition and
food safety, dementia, mental health and behavior management, end of life care, management
and operation, emergency planning, quality assurance, and the survey process. (See Appendix
C)

Definition of Assisted Living

In the 2003 Report, the Department recommended redefining assisted living to include three
different classifications of housing programs to recognize the varied dynamics of different sized
programs and residential settings. The recommendation proposed three categories of housing
programs to include: assisted living programs - 17 or more beds; residential care homes - up to
16 beds; and, adult family homes - one to four individuals served in a private residence where the
owner is also the primary caregiver.

The ALF spent a considerable time discussing the proposal for re-defining assisted living.
Advocates, such as the Alzheimer’s Association and Legal Aid, were concerned that any
lessening of requirements in the small homes (one to four) would result in decreased quality of
care. There was significant discussion that any lessening of the regulations in this area could be a
regression to the Domiciliary Care Program of the 1980°s when there was poor quality and an
inability of the Department to enforce standards or take adequate measures to protect residents.
Conversely, providers (particularly those licensed to serve eight or more individuals) were
concerned that any strengthening of requirements would result in increased cost to consumers
and therefore result in closures.

A review of all State definitions indicates that Maryland’s definition is among the most broad
and inclusive. For example, New Jersey with almost three times the population as Maryland has
only one-tenth the number of assisted living programs.* This is certainly not because Maryland
has a higher number of elderly who require assisted living services; it is because Maryland
includes a variety of programs that are not regulated as assisted living in New Jersey and in
many other states. Currently, there are more than 2,000 providers who fit in Maryland’s assisted
living category. Most of these programs provide services to five or fewer residents and would not
fit the definition of assisted living in other states. Rather than conduct surveys and inspections in
these homes, surveyors spend most of their time doing technical assistance in an often failed
effort to achieve compliance. Many of the small providers cannot read or properly interpret
regulations, but seem to provide adequate care and offer an important community service by
taking care of individuals who otherwise may be homeless.

In retrospect, the effort by Maryland to include all housing programs under a single umbrella of
assisted living with one set of regulations did not work. The small family oriented assisted living
programs are over regulated and the larger programs are under regulated. It has resulted in a
regulatory program that is unwieldy and cumbersome to manage.

Department’s Recommendation: The Department has refined its recommendation to stratify the
assisted living program under the rubric of Housing Programs for Individuals in Need of

* Mollica, R. State of Assisted Living. National Academy for State Health Policy. November 2002.
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ASSISTED LIVING MANAGER TRAINING CURRICLUM

Core Topic Area

Content Hours

PHILOSOPHY OF ASSISTED LIVING

[ ]
[ ]
[ ]
e Normalization of the Environment

AGING PROCESS AND ITS IMPACT
e Physical
¢ Psychosocial

ASSESSMENT AND LEVEL OF CARE WAIVER
e Purpose and Process
¢ Guidelines for Conducting Assessments

SERVICE PLANNING

Required Services

Enhanced Scope of Services

Development of Individualized Service Plans
Scheduling of Appropriate Activities

CLINICAL MANAGEMENT

¢ Role of the Delegating Nurse

e Appropriate Nurse Delegation

e Concept of Self-Administration

e Concept of Medication Management

¢ Assistance with Self-Administration of Medications
¢ Administration of Medications
[ ]
[ ]
[ ]
[ ]
[ ]

Coordination of Services and Care Providers
Collaboration with Case Manager Delegating Nurse
Medication Error Prevention

Patient Safety

Medication Monitoring

ADMISSION AND DISCHARGE CRITERIA

e Overview of Criteria for Admission and Discharge
¢ Resident Contracts

¢ Resident Rights

NUTRITION AND FOOD SAFETY
¢ Menu and Meal Planning

¢ Basic Nutritional Needs

¢ Safe Food Handling

DEMENTIA, MENTAL HEALTH AND BEHAVIOR MANAGEMENT

Philosophy and Background of Assisted Living and Aging in Place
Objectives and Principles of Assisted Living Resident Programs
Comparison of Assisted Living to Other Residential Programs

Basic Concepts — Choice, Independence, Privacy, Individuality, Dignity

Overview

2
4
Basic Needs of the Elderly and Disabled
Activities of Daily Living
6

Level of Care Assessments
Collaboration with Case Manager Delegating Nurse

6
Structure of Activities
Care Notes
Collaboration with Case Manager Delegating Nurse

20
Pharmacy Consultation
Medication Storage
Infection Control
Universal Precautions
Appropriate Staffing Patterns
Pressure Sores
Effective Pain Management
Basic First Aid
CPR
Substance Abuse

Financial Management of Resident’'s Funds
Working with Residents’ Families

Preventing Foodborne llinesses
Therapeutic Diets
Dehydration

12

¢ Description of normal aging and conditions causing cognitive impairment

Risk factors for cognitive impairment

Risk factors for mental iliness

Health conditions that affect cognitive impairment
Health conditions that affect mental illness

Early identification and intervention for mental iliness

Early identification and intervention for cognitive impairment

Description of normal aging and conditions causing mental illness

Procedures for reporting cognitive, behavioral and mood changes
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o Effective Communication

o Effect of cognitive impairment on expressive and receptive communication

o Effect of mental iliness on expressive and receptive communication

o Effective communication techniques: verbal, non-verbal, tone and volume of voice, word choice
e Environmental stimuli and influences on communication: i.e. setting, noise, visual cues

Behavioral Intervention

Identifying and interpreting behavioral symptoms

Problem solving for appropriate intervention

Risk factors and safety precautions to protect other residents and the individual
De-escalation techniques

Collaboration with case manager delegating nurse

Making Activities Meaningful

¢ Understanding the therapeutic role of activities

¢ Creating opportunities for activities — productive, leisure, self-care
e Structuring the day

Staff and Family Interaction

¢ Building a partnership for goal-directed care

¢ Understanding families needs

o Effective communication between family and staff

Managing Staff Stress

¢ Understanding the impact of stress on job performance, staff relations and overall facility milieu
Identification of stress triggers

Self-care skills

De-Escalation techniques

Devising support systems and action plans

END OF LIFE CARE

e Advanced Directives e Living Will

e Hospice Care ¢ Pain management

o Power of Attorney ¢ Providing comfort and dignity
¢ Appointment of a Health Care Agent e Supporting the family

MANAGEMENT AND OPERATION

¢ Role of the Assisted Living Manager ¢ Hiring and Training of Staff

¢ Overview of Accounting — Accounts Payable, Receivable ¢ Developing Personnel Policies and Procedures
e The Revenue Cycle and Budgeting e Census Development

e The Basics of Financial Statements o Marketing

EMERGENCY PLANNING

¢ Fire, Disaster and Emergency Preparedness e Power Outages

o OSHA Requirements e Severe Weather

¢ Maintaining Building, Grounds and Equipment o Fire

¢ Elopements e Emergency Response Systems
¢ Transfers to Hospital e Security Systems

e Evacuations

QUALITY ASSURANCE
¢ Incident Report
¢ Quality Improvement Processes

SURVEY PROCESS

¢ State Statute and Regulations
e What to Expect

¢ Documentation

TOTAL HOURS
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